Obsessional thoughts consist of repetitive words or phrases, sometimes of an obscene kind or of a religious or aggressive nature. Obsessional ruminations are often about insoluble problems, e.g. 'why are we living?', 'what is the purpose of life?', 'is there a God?', these questions being continually repeated to the great distress of the patient. Obsessional doubts are exemplified by such actions as turning off the gas tap, posting a letter, switching offthe electric light, or when there is a choice of two alternatives as when walking along a country road and coming to a fork in the road, although it may be unimportant to take the right or the left fork, the obsessional patient may spend a great deal of time deciding first on this one and then on the other and vacillating from one decision to the other. Obsessional phobias have the characteristics of obsessional symptoms, viz. a compulsion with a tendency to resist and inability to get rid of them. Fears of knives, fears of harming people, fears of objects and situations, &c., when fulfilling these criteria, are obsessional phobias. It must be noted that many phobias are not obsessional; they arise by a process oflearning whereby a fear becomes attached to a thing, situation or person.
Motor acts of an obsessional kind are usually referred to as compulsions and are very varied.
Patients with obsessional states have varying degrees of anxiety, tension and distress and may have a secondary depression.
Relationship to ObsessionalPersonality
The obsessional personality is described as being meticulous,conscientious, orderly and punctilious. Obsessional personalities are clean, punctual, paying a great deal of attention to detail and being trustworthy, reliable and tending to take their work home in their minds at night. They are precise, careful, cautious, pedantic and conservative. They dislike change and get very disturbed if their plans have to be altered. They become creatures of habit, rigid, unadaptable people. As employees they are appreciated, the salt of the earth, dependable and will work at their best without supervision. They set themselves very high standards and tend to be anxious.
Obsessional personalities are common in the community and are not necessarily related to obsessional illness. Some of them can develop obsessional states but there are many patients with obsessional states who do not have this type of personality before the illness. Obsessional personalities are of importance in predisposition to the development of anxiety states and various psychosomatic disorders.
Diagnosis
In the diagnosis of obsessional illness, obsessions need to be distinguished from the following which may in some respects give the appearance of obsessions: (1) Habit patterns in children, e.g. avoiding walking on lines on the pavement, which are not accompanied by a tendency to resist. (2) Rituals which are intended to ward off fear. These may be secondary to some obsessions but, here again, the tendency to resist is not present. (3) Over-valued ideas. Here, certain ideas dominate the patient's attention. Frequently the term obsessional is used when pre-occupation is meant, for example, he 'is obsessed with motor cars'. (4) Schizophrenic thought disorders, particularly with autochthonous ideas and thought interpolations, may superficially suggest obsessional symptoms, but they lack a subjective feeling of compulsion and the tendency to resist. Treatment Fortunately a proportion of obsessional states clear up spontaneously. The patient needs support to live with and cope with his symptoms. Tranquillosedatives such as diazepam help associated anxiety and tension. Obsessional symptoms arising as a part of a depressive illness will clear up with successful treatment of the depressive illness. Some are suitable for psychotherapy, but obsessional states are notoriously resistant to psychotherapy although lysergic acid or phencyclidine are found by some to facilitate psychotherapy in resistant cases. Intractable patients who do not respond to the above methods and who have a good previous personality and who suffer severe emotional distress may greatly benefit from a modified prefrontal leucotomy.
Dr A A White (Austin Motor Company Limited, Birmingham)
Management of Depressive and Obsessional States in Industry Depressive and obsessional states are encountered in industrial medical practice both as pure psychiatric illnesses with no relationship to any employment stress, and in much greater measure as personality characteristics which predispose to or determine the occurrence of a host of health problems associated with the performance of work. These problems range from asymptomatic hypertensive states in hard-working dynamic executives through the whole field of psychosomatic illness to ill-defined depressive states which result in doubtfully valid complaints about work demands and working conditions or lead employees to seek medical reassurance' about symptoms such as loss of interest in their work, impaired powers of concentration or excessive tiredness at the end of the day.
The part which the industrial doctor can play in the management of these illnesses depends on such factors as the facilities at his disposal, the time available, the weight which his advice can command within his organization, and the ethical limitation of his position. Of supreme importance is the nature of his relationships with doctors in general and in specialist practice and the degree of co-operation which he can establish with them in what must be a joint endeavour.
With the development of more effective methods of treatment, particularly of depressive illnesses, little is required from the doctor in industry for patients already successfully treated other than that he should ensure that the patient's normal employment is not unduly stressful. Some modification of the patient's work may be requested by his general practitioner or psychiatrist. This is rarely difficult to arrange. More important is the role the industrial doctor can play in the follow up of such cases. He should seek to establish a sufficiently good rapport with the patient on his return to ensure that if he experiences any sense of difficulty at work he will come to the Medical Department and discuss it.
The knowledge that increasingly more effective antidepressant drugs are becoming available can create a dilemma for the industrial doctor when he meets what he may suspect are minor depressive states presenting in the guise of complaints about work demands. Careful evaluation of such complaints with the thought of drug therapy in mind is now necessary if the advantages of early treatment are not to be missed. It is likely that in future more of these cases will be referred for investigation rather than temporized with by job adjustments in industry. The numbers of employees seen annually because of job complaints is quite substantial, amounting perhaps to 2 or 3 % of the total production labour force. Among these there are no doubt many depressives who project difficulties on to their work situation.
Not all cases in the categories under discussion respond favourably to treatment and the point may be reached when, despite persisting symptoms, the patient is advised to try to get back to work. When absence from work has been prolonged the effects of long unemployment with resulting loss of work habits can aggravate the disability caused by the original illness.
Given the facilities of a sheltered workshop within the factory much can be done, but the acceptance of cases, particularly those at the more severe end of the scale, represents a heavy mortgage on medical time and much persistence on the part of the rehabilitation staff. I have had instances of patients with absences from work of up to seven years, spent sitting about at home, requiring retraining in work and persistent supportive reassurance and persuasion for a year or more before being able to venture into normal factory employment. Some may require several trial placements before settling down and many thereafter, although their performance at work is satisfactory, may show a persisting and unshakable dependency on the doctor involved in their rehabilitation. Intensive rehabilitation can, however, enable the most unpromising cases to remain in employment with consequent betterment of their lot. Cases of depression following illness do particularly well.
A sheltered workshop devoted to practical production work is of value mainly for manual workers. For others it is necessary to arrange for selective placement and supervision. In such cases a great deal of co-operation is required from departmental managers who must be brought into the picture. The effort and special pleading involved in arranging placings in this way is often well worth while. I have had experience of quite severe obsessional disorders with compulsive behaviourusually a particularly severe employment handicapbeing satisfactorily resettled in this way.
A particularly difficult resettlement problem arises in respect of skilled technicians who return to resume employment with persisting residual depressive or obsessional symptoms. Specialized technical jobs give little room for manceuvre as they demand exact performance of a standard quality at all times. The suggestion that work at a less responsible level should be undertaken is usually resisted because of the loss of prestige involved and over-optimistic reassurance given to the patient before his return to work. Leucotomy tends to enhance the difficulty in this group.
A very much larger problem in industry than that crzated by overt depressive or obsessional disorder results from the vulnerability of the basically obsessional personality to the stresses of widening and increasing responsibilities. Such personalities, when these characteristics are marked, show an inhibiting rigidity of outlook, an inability to make quick decisions on their own initiative and a lack of success in evoking effective co-operation from others. They are unresponsive to imaginative ideas and exercise a cramping effect on their more flexible colleagues. Abler and less severely obsessional individuals with ambition may progress through successive levels of increased responsibility until a point is reached when their urge to do rather than to direct attracts an impossible work-load and evidences of organic reaction begin to appear.
That real stresses exist at executive and nearexecutive levels in intensely competitive private industries is undeniable. Great powers of resiliance, ready adaptibility, and decisiveness combined with a measure of personal charm are necessary for success. The ever present pressure for performance still better than what has been achieved, in essence the 'rat-race' of industry, bears heavily on those who lack flexibility. Because of this reality of industrial stress, however, much care is necessary in apportioning responsibility between job demands and personality characteristics when possible stress disorders are at issue.
It is a matter of utmost concern for top management in industry that phases of reorganization and expansion involving the introduction of new ideas, new methods and the re-allocation of personnel to new and wider responsibilities should be accompanied so noticeably by a substantial fall-out through illnesses occurring in the key personnel involved.
The forms of illness which develop are well knowndepression, hypertension, coronary attacks, ulcerative colitis, peptic ulcers, skin reactions and hypochondriacal preoccupation with body functions and sensations are examples. The incidence of such disorders in departments under stress can be massive.
The part played by obsessional characteristics in predisposing to breakdown is usually discernible by the exercise of hindsight. Time and again when the past employment records of such cases are reviewed the history of many years spent in the diligent performance of nonresponsible commercial work or work under close direction is revealed. Such work is repetitive, limited in scope and requires only accuracy and diligence for its performance. It would almost seem that by some process of natural selection people with obsessional personalities are attracted to this type of work. Unfortunately it is also true that in time they come to form the reservoir from which promotions are made.
The medical management within industry of such cases is a complex and delicate matter in which the all-important basic issue of personality effectiveness can rarely be discussed in true perspective. The patient's attention becomes focused on his physical disorder and he is usually inclined to regard this as a direct effect of strain at work. A depressed decompensated obsessional who develops a peptic ulcer tends to regard himself only as an ulcer case. A hard-working obsessional who sustains a coronary attack rarely sees any relationship between the attack and his personality make-up. It is doubtful, however, if insight would secure any advantages.
Many of these patients have been examined and advised by medical consultants who tend to emphasize the organic component and rarely give weight to the underlying personality factors. A false position can be created when the patient is led to believe that cure of the alleged organic condition will enable him to resume his preillness employment with full effectiveness.
The aim of medical management can only be to seek to safeguard the patient against further possibly more serious episodes and to this end any organic disorder which has occurred can serve as a starting point. A great deal of help can be given by private informal discussions and many stress-prone patients are only too glad to talk about their job-difficulties and to accept unobtrusive guidance from what they regard as a well-informed and neutral figure.
Direct approaches to seniors on behalf of subordinates who are reacting excessively to the demands of work is a tricky matter, often fraught with ethical dangers. Often much can be arranged in this way of a helpful nature, but one's words must be carefully chosen. It is in this setting that the degree of mutual confidence between doctor and administrator becomes all important.
Action to anticipate breakdown in vulnerable obsessional personalities is obviously desirable but impracticable because of the impossibility of accurate prediction as to how far such a personality might go. It is worth while, however, to seek to create opportunities for contact with employees in situations of known stress as discussion of their jobs and their difficulties can be helpful. To this end the much criticized routine medical examination has perhaps its greatest value.
The problem of ready breakdown with increased responsibility has resulted in many business organizations swinging away from the practice of basing promotion on diligence in routine tasks. Staff training colleges are being set up and courses developed which seek to identify and develop executive potential and to divert into other channels those who lack the necessary basic qualities of personality. Youth development schemes, which are a more recent innovation, have the same purpose at a junior level. Medical psychology has an obvious placeso far largely unfilledin developments of this kind.
It may well be that a positive approach of this kind through personnel selection and development holds the greatest promise for the successful prophylaxis of stress disorders in the future.
Lord Taylor (Industrial Health Centre, Harlow) Diagnosis and Management of Obsessional States in Industry My experience is limited to the annual examination (with two colleagues) of approximately 250 higher executives in industry over a period of sixteen years. At the end of each initial examination, and subsequently when indicated, I summarize the patient's personality features on a three-point scale (absentpresentpresent to a pathological degree). The features recorded are: manic or hypomanic, depressive, anxiety, schizoid, paranoid, hysterical, and obsessional.
